Trauma care in the districts
We again give prominence to studies concerning the treatment of trauma at the district hospital. This is such a vital issue that we give no apology for putting this subject repeatedly in the forefront.
There remains the notion that work done by specifically trained non-physician clinicians (NPCs) is somehow inferior to that done by fully qualified doctors. The important study by Wilhelm et al. adds to others 1 that this is not the case. Nonetheless, the notion may die hard.
Quite recently at the WHA in Geneva, 2 a rhetorical question was heard from the podium, asking whether the audience, living in the affluent West, preferred to be treated by a NPC or a registered doctor. So rhetorical was the question, clapping alone formed the audience's reply! Paradoxically, more and more, nursing cadres are taking on the role of diagnosis, investigation and treatment of patients in very many specialist and nonspecialist areas in rich environments, where costs have so escalated that providing omniscient doctors or wide ranges of specialists for the masses is becoming a financially impossible goal. [3] [4] [5] [6] Yet the real question for the world's multitudes is not whether they would prefer treatment by a registered doctor or a NPC, but whether they would prefer treatment or none at all! That is the stark reality for millions. Surgical care (which of course includes obstetric care) remains unattainable, either through unavailability of finances, transport, facility, material or personnel. The last is the most critical, and usually most difficult to supply at district level.
Training of fully qualified surgeons takes at least seven years (and over 50% of knowledge accumulated is jettisoned in their specialist careers). These cadres do not wish to remain at district level, where they are overqualified and underutilised.
We have already argued strongly for the concept of Essential Surgery, 7 and this message indeed needs to be heard by the administrators of surgical care in rich countries, as well as the Colleges of Surgeons in lowincome lands.
Strong arguments also exist for the establishment of Emergency Surgery as a specialty in its own right. 8 Indeed, the Emergency Surgeon is creeping in by stealth, but there is still no consensus definition on where the confines of this new specialty must rest. As with the haphazard development of subspecialties, boundaries have never been defined and remain ad hoc arrangements in most places. As with poorly defined frontiers of former colonial lands, the inevitable result is strife -and it is, of course, in the turf wars between specialties, the patient who suffers.
We plead for the development of the Essential and Emergency Surgeon, the true inheritor of the General Surgeon. We therefore laud those who are in truth bringing appropriate care to the district level, and the work of Primary Trauma Care over the last 20 years has been utterly remarkable. The global impact of their activity has probably been greater than all the ATLS courses combined, and at much lesser cost!
